MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . B63=037428 -

DEPARTMENT OF FUBLl: HEAI.'I': AN: WEL 1 I i - _— R ' . 7_ STRCRE NUMBER
DO NOT WRITE egistration District No. ____g 8__.._Pr mary Registration Distric egistrar's No. ,.,_! ’! i : i

ON.THIS 5TUB AMENDED =11

LI 'Pm"b!ﬁ“' - 2, USUAL RESIDENCE (Where decessed lived. If institution: Residence before
a. COUNTY a. STATE Miss_om-ib COUNTY admission)

b. C(IJ'I"lY {If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b <. Cé'l: Inside Limits
own  Stl.louls 30 yrse. TOWN St.louis Y X) No ]

e. FULL NAME OF {if NOT in hospital, give locatian) Inside Limits d. STREET {If cutside, give location] Reside on Farm
HOSPITA ADDRESS

INSTITUTION. Bethesda Hospital Yer (L No.D 5617 Marquette Yes [0 NoXO

3. NAME OF DECEASED First Middle -Last 4. DATE Month Day Year

fiveeor priv Elijah Elmer Chanbers pEAM  September 26, 1963

5 SEX - & COLOR OR RACE 7. Married [J  Never Married [] [8. DATE OF BIRTH | 9- AGE [lsaf birthday) | IF UNDER T YEAR IF UNDER 24 HR

Male ngte Widowed i Divorced [ 6 /2 6 /1873 90 Monﬂ;s_rDai's I Hours Min.

10a. USUAL OCCUPA!ION Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or rountry) [ 12. CITIZEN OF WHAT COUNTRY

€|ir oamg lite oavina:f retired) Ba.nk chv CO .s Iml. . U

13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE

Alexander Chambers Rache)l Alice Bla

15. WAS DECEASED EVER IN UL.S. ARMED FORCES? 17. INFORMANT Acddress

(Yos,ﬂca or unknown]] {If yes, give war or dates of jervi Lola Alexander . S6H l{arquette
one cause per {ine Tor 18], (O], BIY (T]- INTERVAL BETWEEN
CAUSED - ONSET AND DEATH
EDIATE CAUSE (o] 1//65:‘: 017('2 M’C ;Z/’Oé-; AOS/S
DUE TO (b) mﬁm / p 44&.@(’ 9{/;@.).&
e T0 W W@'&c«,

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 'IUDEATH but not relsted to the terminel PART 11l i decemsed waz  female wam
disease condition given in PART L (a) there a pregnancy in last 90 days.

¢29’0 l O Yes l [J Ne | O Unknawn

19. WAS-AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE. HOW INJURY QCCURRED. {Enter nature of injury in PART ).or PART |l of item 18.)
PERFORMED? 4 O m] X
YES [J NO m’

e TIME OF _ Houf  Menth, Day, Year |

INJURY am. .
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 26f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bldg., etc.)

NOT WHILE AT WORK [ @ | y )
N, ' attended .the d d from 4/) ‘S-ﬂ : 5?/ ;l C’ /éjand last saw mahva on 4?'/5 @ /é ?
o l.)e‘ath.oz.:urred at. . 8’15 pm m on lhe date stated zbove, and 16’ the best of my knowledge, from the causes stated.
22¢. DATE SIGNED

7, “GNM /b (n;,; m;:‘,az} e ?’L{A) 22*"/;2;2 OW NTIHE R

278, auﬁ!Al. CREMATION, [ 235, DATE" 23¢. NAME OF CEMETERY QR CREMATORY 23d, LOC N (City, tawn, or county) (Stata}

ﬁMQVAL {Specify) 11-28-63 ledonia Mo, N

24. FUNERAL DIRECTOR . ADDRESS 2:'5.7 PATE RECD. BY LOCAL REG. fﬂﬁﬂ' SIGNJURE
White Funeral Homs, Ironton,Moe | SEP 27 1963 ot M /yﬁ-

(wi ised Embalmer’s St t on Reverse Side}

VS 300
Rev. 4/59

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

TEM NO.




STATEMENT BY LICENSED EMBALMER

! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or. by

Student Embalmer No._ =

working under my personal supervision.

Student

Signaturs of Student Embalmer.

Note: The above MUST BE SIGNED BY

Ltcensed E Imer No LJ' 5 (? LD
P. O Address. ﬁ—jm %

THE LICENSED EMBALMER |n hls OWN HANDWRITING (Fallure to comply

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. ”
If this body . is not embaimed, fact should be so stated above.

T e -
I V6 s SN




